Introduction {#Sec1}
============

The Republic of India is the seventh largest country in the world and is home to nearly 1.2 billion people. With 28 states and 7 union territories (Fig. [1](#Fig1){ref-type="fig"}) spread over a vast geographic area with varying economic resources and infrastructure, India is the world's most populous democracy. Fig. 1Political map of India

The India of today is a young nation, finding its roots in socioeconomic development, and is plagued by challenges in health care created by its overwhelming population density of 943.9/mile², its limited ability to expand health care, the persistent burden of communicable diseases, and the rising liability of diseases of affluence \[[@CR1], [@CR2]\].

Health care provision {#Sec2}
=====================

Health care provision in India is multi-pronged, including a tiered national health system, private hospitals, and a multitude of alternative medicine practitioners.

The National Health Policy (NHP) was first formulated in 1983 \[[@CR3]\]. This policy-guided government effort aims to provide health for all by outlining a time-bound phased setup of comprehensive primary health care services throughout the country. Under its aegis, health care services in centralized hospitals were made free for people below the poverty line, and numerous preventive programs were initiatied. The first review of the NHP in 2002 focused on the new objective of achieving an acceptable standard of good health among the general population of the country by advocating higher expenditure on health care with equitable access to health care services \[[@CR4]\].

The tiered system of public health care is highlighted in Fig. [2](#Fig2){ref-type="fig"}. It serves as the front line of emergency medical care for the masses. The system has remained plagued by a lack of accountability and staffing. According to the 2004 WHO statistics, the number of PHCs in India is 23,109, which is far below the required number. The lack of organized pre-hospital care coupled with the lack of resources and the high volume of patients that throng the government-run tertiary care hospitals further compound problems \[[@CR7]\]. Fig. 2Tiered health care system

This system is further complicated by the unregulated expansion of private health care facilities in the country. The average person today considers expenditure in these private hospitals to receive health care far more acceptable than submitting to the unprofessionalism rampant in many of the public health care delivery areas. This has prompted an anarchy of sorts, with the private hospitals dictating costs.

The lack of universal medical insurance only compounds this issue, as do the limited economic resources. The federal expenditure on health care in India was 8.8% of the GDP in 2003. The public expenditure was only 25%, whereas the private expenditure was 75%, a practice very different from developed nations like the USA \[[@CR5]\]. The WHO also estimated that the share of social insurance in India was only about 4.2% \[[@CR6]\].

Emergency care in India {#Sec3}
=======================

Although emergency physicians and emergency medicine have remained a realized need in the country, the practice of emergent care has remained centralized, with traditionally few private hospitals admitting emergency cases \[[@CR11]\] as they prefer to avoid dealing with medico-legal formalities during emergencies (Supreme Court of India; Parmanand Katara vs. Union of India AIR1989SC 2039) \[[@CR8]\]. This problem was mitigated to some extent when the judicial system mandated the delivery of care by any and every hospital regardless of a patient\'s paying and medico-legal status in times of emergency \[[@CR9]\]. Failure on the part of any hospital to provide timely medical treatment to a person in need of such treatment results in a violation of the patient\'s \"Right to Life," which is guaranteed under Article 21 of the Constitution of India \[[@CR10]\]. This is the closest India has come to enacting laws similar to The EMTALA (Emergency Medical Treatment and Labor Act) and the COBRA (Consolidated Omnibus Budget Reconciliation Act), which are well recognized in the USA.

Most emergency departments in centrally run university and government hospitals do not match up to the "Emergency Department Categorization Standards" proposed by the Society of Academic Emergency Medicine (SAEM) \[[@CR14]\]. Emergency care is offered in areas designated as '*casualties'* that are often manned by junior specialty residents with little overview and are mere 'referral points' for specialized care. Triage, something that is instrumental to good emergency care, is rarely practiced. Problems are worse in rural areas, where even the most basic emergency obstetric care has been found to be lacking \[[@CR12]\].

On a completely different level, however, is the defense sector in India, in which command hospitals, paramedics, and nurses trained in emergency medicine have long been functioning.

The first privatized emergency department (ED), modeled on the American Community Hospital Emergency system, was established at the Sundaram Medical Foundation, Chennai, with help and support from emergency physicians from the Long Island Jewish Medical Center, USA, in the late 1990s \[[@CR13]\]. This marked a landmark change in the psyche of the private hospitals in the country. Today, well-equipped EDs have cropped up in private medical centers all over the country, and many of these centers are headed by physicians who have formally trained in emergency medicine in other countries.

EMS in India {#Sec4}
============

The EMS system in India is best described as *'fragmented*.' The basic fundamental principal behind EMS systems worldwide is to have a common emergency communication number connected to responsive agencies. Although India has the emergency number 102 for calling ambulances, the responsiveness of the system has always been doubted. In 2007, Ramanujam et al. reported that nearly 50% of trauma victims admitted to a premier hospital in an urban Indian city had received no pre-hospital care \[[@CR15]\].

The first of its kind, the CATS (Centralized Accident and Trauma Services) ambulance system was conceptualized in 1984 \[[@CR16]\]. The service was expanded nationally, but lack of a driving force behind the initiative made it fall by the side. Today, NGOs (non-governmental organizations) and private hospitals in cities and states have constructed their own EMS setups. Principal among these are the National Network of Emergency Services (NNES), Ahmedabad, Delhi, Pune, Hyderabad, Chennai, Raipur, Ranchi, and Kolkata \[[@CR17]\]; Emergency Management and Research Institute (EMRI), Haryana, Chandigarh, Uttaranchal, Rajasthan, Gujarat, Madhya Pradesh, Andhra Pradesh, Goa, Karnataka, Tamil Nadu, Meghalaya, and Assam \[[@CR18]\]; Life Support Ambulance Service (LSAS), Kerala, Mumbai \[[@CR19]\]; Operation Sanjeevani, Bengaluru; Ambulance Access for All (AAA), Mumbai; Indian Institute of Emergency Medical Services (IIEMS), Kerela, etc.

Lack of a uniform EMS access number across the country and the lack of awareness among commuters about the existing numbers makes access and egress from emergencies difficult \[[@CR20]\]. The lack of trained professionals manning ambulances makes quality of care heterogeneous. EMS services have remained unaccountable, and this has led to failure to introduce corrective measures for improving EMS in India.

However, steps are being taken in the right direction. The Gujarat state government set up the Gujarat Emergency Medical Services Authority (GEMSA). This was the first state to actually pass an Emergency Services Regulation in the country. By bringing together government, NGOs and other private agencies, a statewide system of emergency care has been set up, which could signal a tide of vital change in EMS.

Collaborations with internationally acclaimed institutes like Stanford University, CA (EMRI) and the American Association of Physicians of Indian Origin (AAPI) have provided several breakthroughs in technical and educational expertise.

There is palpable vigor among the bureaucratic brass and political leadership regarding re-initiating the process for allotting a unique emergency response number. How successful this push will be remains to be seen!

Emergency medicine education {#Sec5}
============================

One of the shining beacons in Indian emergency medicine has been the evolution of academic training for physicians. Medical colleges have always emphasized a minimum of 2 weeks spent in 'casualties' of hospitals during the mandatory year of internship training prior to obtaining the baccalaureate in medicine and surgery.

The lack of specialist training in the field was one of the principal issues highlighted by the white paper on Indian emergency medicine published by the INDUS collaboration \[[@CR21]\]. David et al., in their landmark article, suggested that one of the three important prongs essential for the development of emergency medicine in India was the development of formal education in emergency medicine with its recognition as a specialty by the Medical Council of India \[[@CR22]\].

Since then, several institutes have instituted formal training in emergency medicine. Most of these have been developed in collaboration with international agencies, including RCGP UK (Royal College of General Practitioners, UK), CEM UK (College of Emergency Medicine, UK), GWU USA (George Washington University, USA), etc. Others have formulated locally modulated curricula for training in emergency medicine.

The recognition of Emergency Medicine as the 30th specialty in medical training by the medical council of India in July 2009 brought about a welcome change. There is now a move to increase the number of eligible seats for training in emergency medicine throughout the country. The FACET program started by the INDUS collaboration in 2009 is a future faculty development program that will give rise to local champions for emergency medicine education \[[@CR23]\].

There has also been a surge in training programs for emergency medicine nursing and paramedic training. Spearheading this effort are the WHO-recognized Emergency Nursing course at CMC Vellore and the collaboration with Stanford University at EMRI. Several other private institutes and hospitals have also initiated diploma courses towards the same goal. The EMRI Emergency Nurses Award (EENA), initiated in 2005 to recognize nurses' excellence in Emergency Medicine, is a step towards recognition of these important pieces of the puzzle \[[@CR24]\]. However, the absence of a regulatory body puts the uniformity of training into question.

There has also been a move towards making emergency medicine a trainable specialty under the National Board of Examination (NBE) training programs run at private and public sector hospitals within the country. The parallel introduction of simulation facilities and a variety of training programs in emergency ultrasound and resuscitation throughout the country will further interest in the field among young physicians \[[@CR25]\].

Emergency medicine interest groups {#Sec6}
==================================

Several interest groups have been instrumental in the development of emergency medicine. SEMI, the Society of Emergency Medicine in India, was started in 1999 \[[@CR26]\] and has served as an important forum not only for national emergency physicians to brainstorm the steps for the development of emergency medicine in the country, but they have also served as an important focal point of contact with other international agencies like the ACEP (American College of Emergency Physicians). AAEMI, the American Academy for Emergency Medicine in India, was established in 2001 and has partnered with SEMI in order to bring attention and recognition to Indian Emergency Medicine \[[@CR27]\]. The more recent Indo-US Emergency and Trauma Collaborative (INDUS) has furthered the cause of nationalized emergency medicine education in India \[[@CR28]\]. NEPI, the Network of Emergency Physicians in India, is a virtual network of emergency physicians and aspirants in the field that provides a venue to engage in academic, administrative, and research-related discussions about emergency medicine in India \[[@CR29]\].

The future {#Sec7}
==========

A collaborative effort is needed not only by the medical community, but also by other agencies to reform the emergency response system in India. With India burdened by the most traffic accidents in the world, it is important to fight this problem with awareness drives among the general population. What is needed is a championed effort to bring everyone together towards the greater common good. Private-public partnership, which is lacking today, seems to be the most viable way to proceed if we want to develop a system that not only works, but also avoids the mistakes of the past.

As a country of over a billion people, our needs and resources differ from most other countries in the world. We cannot simply hope to copy the established systems, but we can surely hope to learn from them. By collaborating with agencies worldwide, we can bring in the essential technical expertise to truly reform the system.

Perhaps what is most essential to develop Indian Emergency Medicine is to stimulate the young minds of graduating physicians, nurses, and paramedics to see Emergency Medicine as a career opportunity and to influence decision makers to formulate policy conducive to fair practice and training in emergency medicine.
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